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Abstract 
          
         The study aimed to improve the qualitative and quantitative aspects of primary health care 
(PHC) services within the context of the District Health System (DHS) approach in Egypt. A 
cross-sectional  analytical  research  design  was  chosen  to  investigate  the  current  research 
problem. The study samples included 9 health districts, 35 district hospitals and 201 primary 
health  care  facilities  chosen  randomly  from  eight  governorates.  The  results  revealed  that  the 
sampled  districts  (management  level)  are  suffering  from  many  administrative  and  technical 
problems. Analysis of district hospitals and PHC units’ data showed that they have a severe 
defect in regarding to most of the studied essential elements.  The researchers concluded that the 
concept of DHS based on PHC as proposed by the WHO is not very clear to the majority of 
directors but a very well infrastructure is present allover Egypt that will help in the process of 
system development and institution to a great extent if properly planned and organized. 
 
Introduction: 
 
         Governmental health care systems are 
normally  integrated  into  the  national 
administration, thus being characterized by 
the  centralized  organizational  structures. 
Three levels usually describe the providing 
structures. The Primary Health Care (PHC) 
level comprises basic promotive, preventive 
and  curative  services.  The  secondary  care 
level stands for referral hospitals with broad 
based  curative  services.  Specialized 
services  with  high  standards  can  be  found 
in  national  hospitals  on  the  tertiary  care 
level.  The  paradigm  of  PHC  forwarded 
different  strategies  e.g.  establishment  of 
community  based  health  care  initiatives. 
These efforts turned out to be rather short 
lived  due  to  the  lack  of  a  clearly  defined 
framework (Matomora, 1995). 
         Since the International Conference on 
PHC, held at Alma-Ata in 1979, the call of 
health for all by the year 2000 through PHC 
has  provided  a  motivational  and  unifying 
concept in international health development 
(WHO,  1995a).  Murray  (1990)  clarified 
that  after  the  introduction  of  the  primary 
health  care  concept,  a  variety  of  vertical 
programs  were  launched  e.g.  Extended 
Program of Immunization (1977); Selective 
Primary Health Care (1979); Child Survival 
and  Development  Revolution  (1982);  Safe 
Motherhood  Initiative  (1986);  and  Better 
Health through Family Planning (1987). 
         Given that the vertical nature of these 
programs  undermined  the  holistic  idea  of 
the  PHC  concept,  they  were  heavily 
criticized.  They  were  considered  as  move-
ments, of which "each has characteristics of 
bordering  on  ideology  beyond  the 
simplicity of a program or activity" (Chen, 
1988).  
         Currently  the  emphasis  of  health 
systems  development  aims  at  the  district 
level  as  an  intermediate  level  between  the 
central  national  structures  and  the 
community  based  structures  of  the  pure 
PHC approach (WHO, 1987a). 
         The  term  "district"  denotes  a  clearly 
defined  administrative  unit  of  local 
government,  which  commonly  has  a 
population of between 50,000 and 500,000. 
Its  small  enough  to  allow  for  clear 
diagnosis of the problems and needs of its 
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population,  but  large  enough  for  sustained 
mobilization  and  management  of  the 
human, financial, technical, educational and 
other  resources  needed  to  meet  local 
priorities (WHO, 1990). 
         The following definition of the district 
health  system  was  adopted  by  the  WHO 
Global  Program  Committee  in  1986:  "A 
district  health  system  based  on  primary 
health care is a more or less self-contained 
segment  of  the  national  health  system.  It 
comprises first and foremost a well-defined 
population,  living  within  a  clearly  delinea-
ted  administrative  and  geographic  area, 
whether  urban  or  rural.  It  includes  all 
institutions and individuals providing health 
care  in  the  district,  whether  governmental, 
private or traditional. Therefore, it consists 
of  a  large  variety  of  interrelated  elements 
that contribute to health in homes, schools, 
work  places  and  communities,  through  the 
health and other sectors" (WHO, 1992). 
         The district health system is not a new 
idea:  decentralization  of  control  has  long 
been  an  important  political  and  organiz-
ational  strategy.  Implementing  a  district 
health approach based on PHC should take 
into  account  the  following  key  strategies: 
community  participation;  intersectoral 
collaboration; affordable technology; equity 
and  social  justice;  accessibility;  emphasis 
on  promotion  and  prevention;  decentrali-
zation;  and  integration  of  health  programs 
(WHO,  1998).  Owino  et  al  (2000)  added 
that effective decentralization empowers the 
lower  level  tiers  in  health  planning  and 
management  by  transferring  the  responsi-
bilities for planning, management, resource 
generation  and  allocation  from  the  Central 
government. 
         Tjam  (1994)  showed  that  DHS 
includes  all  the  relevant  health  care 
agencies in the area, whether governmental 
or  independent,  professional  or  traditional, 
which cooperate to create a district system 
and work together within it.  It consists of a 
large  variety  of  interrelated  elements  that 
contribute to community health. It includes 
self-care  and  all  health  care  workers  and 
facilities, whether governmental or nongov-
ernmental.  It  needs  to  be  managed  as  a 
single  entity,  normally  under  a  single  full-
time manager who has public health as well 
as curative responsibilities, in order to draw 
together  all  these  elements  and  institutions 
into a fully comprehensive health activities. 
         A  WHO  consultation  group  (2001) 
identified  the  following  steps  for 
implementing  a  healthy  district  program: 
establishment  of  coordinating  committee 
and  task  force  for  the  various  elemental 
settings  programs;  extension  of  existing 
situation analysis to include the role of all 
the  participating  agencies;  identification 
and prioritization of needs; development of 
a plan of action; mobilization of resources; 
dissemination  and  awareness  campaigns; 
training;  development  of  Management 
Information  System  (MIS)  for  surveillance 
and  attaining  sustainability;  participatory 
monitoring,  reporting  and  evaluation; 
document  and  encourage  dissemination  of 
success stories on healthy settings, and re-
planning (WHO, 2001). 
         The Department of National Health in 
South  Africa  (1995)  recommended  the 
following  principles  for  DHS  development 
and  implementation:  It  must  overcome 
fragmentation  and  accountable  to 
communities;  it  must  be  efficient  and 
provide  comprehensive  primary  care 
services;  control  must  move  from  the 
national and provincial levels to the district 
level; its boundaries should be the same as 
political and administrative boundaries; and 
it must promote equity among communities 
(PHILA, 1998). 
         Barron  (2000)  pointed  out  that  there 
are  no  definitive  guidelines  on  the  scope 
and  depth  of  primary  level  services  to  be 
rendered by the district health services. The 
amount of resources available is likely to be 
the single most important factor in defining 
what  services  and  how  much  of  each 
service are delivered.  
         McCoy  and  Engelbrecht  (1999) 
clarified that the district health system is the 
“means”  to  achieve  the  “end”  of  an 
equitable,  efficient  and  effective  health 
system  based  on  the  principles  of  PHC 
approach.  The  underlying  essence  of  the 
DHS  is  the  organization  of  health  care 
according to  geographic  sub-divisions  of  a 
country,  which  are  managed  through  a 
decentralized  management  structure. 
Pailman  et  al  (2000)  showed  that  the Development Of Primary Health Care…….. 
  24 
implementation  of  the  internationally 
accepted  DHS,  for  the  delivery  of 
integrated  PHC  to  all  communities,  is  one 
of  the  strategic  health  objectives.  It  prov-
ides  the  health  sector  with  a  management 
framework that can deliver health care in a 
cost-effective  and  integrated  manner. 
Wahser  (1995)  pointed  out  that  the 
integrative  paradigm  of  the  district  appr-
oach creates a compact but complex health 
system,  in  which  the  many  historically 
evolved and the still upcoming entities have 
to  be  combined.  Meeting  the  expectations 
of  the  communities,  the  national  level,  the 
various  vertical  programs  and  the  very 
diversified private  sector therefore  imposes 
a  great  challenge  on  the  management 
capabilities  of  the  district  health  team, 
which is  normally constrained  by a  chron-
ically  bad  and  still  worsening  economic 
background. 
         The health policy  in Egypt  is in  line 
with  the  global  health  policy  that  aims  at 
achieving health for all by the year 2000. It 
calls  for  the  production  of  primary  health 
care  services,  satisfying  the  citizens'  needs 
for  drugs  and  family  planning  aids  at 
suitable  prices,  and  expansion  of  health 
insurance  coverage  (WHO,  1987b).  The 
basic  goals  of  the  Egyptian  health  care 
system are: (a) improving population health 
status  and  social  well-being;  (b)  ensuring 
equity  and  access  to  care;  (c)  ensuring 
microeconomic and macroeconomic  efficie-
ncy in  the  use of  resources;  (d)  enhancing 
clinical effectiveness; (e) improving quality 
of  care  and  consumer  satisfaction;  and  (f) 
assuring  the  system's  long-run  financial 
sustainability (MOH, 1998). 
         Today,  most  Egyptians  have  reason-
able  access  to  free  PHC  provided  by  a 
government  team  of  health  personnel.  The 
system operates through a vast network of 
more than 2209 rural and 238 urban health 
units, 161 integrated hospitals, 337 women 
health  centres,  164  maternal  and  child 
health  centres,  354  health  offices,  214 
district  general  hospitals,  196  specialized 
hospitals,  and  13  teaching  hospitals  and 
institutes.  These  are  evenly  distributed 
throughout  the  country.  However,  the 
government's  success  in  bringing  modern 
primary  health  care  within  reach  of  most 
communities  has  not  been  matched  by  a 
similar  success  in  increasing  cultural 
acceptability (El-Henawy, 2000). 
         The  current  five-year  development 
plan  stresses  economic  self-sufficiency, 
raising  productivity  and  mobilizing  local 
resources.  Concurrently,  the  plan  seeks  to 
maintain existing physical and social infras-
tructure and to improve its performance by 
doing more with the same resources and/or 
reducing costs (WHO, 1996). 
         The  district  health  level,  in  order  to 
function effectively, must have an  efficient 
and  effective  referral  system.  The  functi-
onal  components  of  the  referral  system 
(community,  physical  infrastructure,  health 
care  providers,  communication,  manage-
ment  information  system,  resources  and 
finance,  and  administration  and  organiz-
ation) should be analyzed in the context of 
community  involvement,  technology, 
research  and  equity.  The  experience  of 
some countries  in referral  support to  PHC 
was  reviewed  in  relation  to  regulations, 
technical guidelines, training, and research. 
It was found that some countries e.g. Egypt, 
promulgated  policies  and/or  legislation 
regarding  referral  support  to  PHC  (WHO, 
1995b). 
         Egyptian health system as a whole is 
characterized by high expenditure and poor 
outcomes,  suggesting  that  improved  health 
status  could  be  achieved  at  existing  levels 
of expenditure. In addition, there are major 
inequities  among  the  population  in  both 
access  to  and  financing  of  care. 
Unfortunately,  the  quality  of  PHC  care 
services  has  been  cited  as  a  problem  in 
most  reviews.  In  effect,  poor  quality  of 
services  led  to  lack  of  confidence  and 
underutilization, resulting in rapid turnover 
of physicians, which, in addition to lack of 
resources  and  low  treatment  standards, 
further reduced quality (Harmeling, 1999).  
  
Study Objectives: - 
 
General Objective: 
         The  study  aimed  to  improve  the 
qualitative  and  quantitative  aspects  of 
primary  health  care  services  within  the 
context  of  the  district  health  system 
approach in Egypt. Eltobgy A et al   
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Specific Objectives: 
         In  order  to  achieve  the  above- 
mentioned objective, the study assessed the 
functional  and  administrative  situation  of 
health  districts,  district  hospitals  and 
primary  health  care  delivery  units  to 
determine  their  managerial,  technical  and 
resources  needs  for  district  health  system 
development and implementation. 
 
Material And Methods: - 
 
Research  Setting:  The  study  was 
conducted  in  9  health  districts,  35  district 
hospitals  and  201  primary  health  care 
facilities  chosen  randomly  from  the 
following  governorates  of  Egypt:  El-Giza, 
Bani-Suaf,  El-Garbia,  El-Ismailia,  El-
Dakahlia, El-Qalubia and Matrouh . 
 
Research  Design:  A  cross-sectional  
research  design  (CSRD)  was  chosen  to 
investigate the current research problem. A 
pretest study was carried out during the first 
two months to help in the finalization of the 
research  instruments  and  forms  as  well  as 
the finalization of the study design. It was 
guided by the following tasks: 
1.  Testing  the  forms  design,  content  and 
language at the study sites. 
2.  Measuring  the  time  and  resources 
needed for the field -work. 
3.  Determining  the  categories  and  codes 
for open-ended questions. 
4.  Training  of  field  supervisors  and  data 
collectors. 
5.  Examining  the  validity  and  reliability 
of the study forms. 
 
Sample  Design:  The  multi-stage  random 
sampling  technique  was  drawn  as 
following: 
A. First Stage (Selection of Governorates): 
The  stratified  random  sampling  techn-
ique  (geographical  stratification)  has 
been  used  to  select  eight  governorates 
from  the  twenty-six  goverorates  of 
Egypt. This technique yielded the follo-
wing  governorate:  Greater  Cairo  (El-
Giza and El-Qalubia) Lower Egypt (El-
Garbia and El-Dakahlia), Upper Egypt 
(Bani-Suef), Suez  Cannal         Region 
(Ismailia)  and  Frontier  Areas 
(Matrouh). 
B.  Second  Stage  (Selection  of  Health 
Districts):  By  the  simple  random 
sampling  technique,  9  health  districts 
have  been  chosen.  The  following 
criteria have been considered during the 
construction of the sampling frame: 
The chosen district should not have any 
major health developmental project. 
Existing  of  many  administrative 
defects.  Considering  the  recommended 
districts  by  the  Health  Sector  Reform 
Project. 
C.  Third  Stage  (Selection  of  district 
hospitals  and  PHC  units):  Depending 
on  the  relative  importance  of  the 
various  district  hospitals  and  PHC 
services  delivery  modes  to  the  policy 
and decision makers of the Ministry of 
Health  and  Population,  35  district 
hospitals and 201 PHC units have been 
selected for investigation. 
         Also,  50  MOH  administrators  have 
been  selected  from  the  central  authority, 
health  affairs  directorates  and  health 
districts for the clarity of DHS concept and 
the  willingness  towards  its  implementation 
in  Egypt  (third  self-administrated 
questionnaire). 
 
Study Variables: The study variables were 
classified  into  structure,  process  and 
outcome  elements  of  the  study  health  care 
system as follow: 
 
1.  Structure  elements: 
Manpower and material. 
 
2.  Process  elements:  Management, 
technical and financial. 
3.  Outcome elements. 
 
Data Collection and Management: 
         Study  Forms:  Three  different  self-
administered  questionnaires  were  used  to 
cover  the  above-mentioned  variables  in 
details as following: 
A.    The  first  assessment  tool  (Health 
District  Management  Level) 
developed  by  the  Urban  Health 
Department  (MOHP)  and  WHO 
(regional  office  for  the  eastern Development Of Primary Health Care…….. 
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Mediterranean  region)  covered  the 
following  selective  essential 
elements: 
1.  Buildings  (ownership,  physical 
accessibility,  condition,  sanitation, 
utilities and maintenance services) 
2.  Transportation vehicle(s). 
3.  Management  issues  (problems  solv-
ing,  job  descriptions,  performance 
assessment  indicators,  regular  super-
vision,  reporting,  selected  organizati-
onal  aspects,  coordination  and 
integration  activities,  quality  assura-
nce  staffing  aspects,  management 
information  system  and  selective 
information needed for planning). 
4.  Status  of  intersectoral  collaboration 
and community participation. 
 
    A  simple  scoring  system  was 
developed  to  judge  on  each  variable 
through  reasonable  number  of  criteria 
and  the  final  assessment  has  been 
presented as shown in the results. 
 
B.  The  second  assessment  tool  (district 
hospitals  and  PHC  Units)  covered  the 
following variables: 
     1. Facility renovation. 
     2. Manpower training needs . 
     3. Essential equipment list. 
     4. Essential drugs list. 
 
C. The third self-administered questionnaire 
(MOHP Administrators and directors of 
PHC  units):  It  covered  5  different 
questions  about  the  DHS  concept  and 
one  question  regarding  the  willingness 
for DHS implementation. 
         N.B.  After  the  preliminary  data 
collection  and  analysis,  the  researchers 
organized a workshop in collaboration with 
the  urban  health  department  (MOHP)  and 
presented  the  preliminary  results  for  open 
discussion.  Thereafter,  the  results  of  this 
workshop  together  with  the  final  research 
findings  have  been  utilized  in  the 
development  of  the  needed  elements  for 
DHS  development  and  implementation  in 
Egypt. 
         Quality Control: The accuracy of the 
collected  data  was  ensured  through  the 
following  measures:  The  span  of 
supervision  was  appropriately  determined; 
daily revision of all forms was made by the 
research  members  to  ensure  good  quality 
for  the  collected  data;  a  regular  bi-weekly 
meeting has been held for the research team 
(including  the  data  collectors)  to  identify 
any constraints that  may affect the  quality 
of  data  and  an  appropriate  actions  were 
taken; the work of data collectors has been 
subjected  to  repeated  checking  to  assure 
accuracy, uniformity and comparability. 
         Data Processing: The data processing 
phase  of  this  research  started  as  early  as 
possible to deal with the collected data with 
great  accuracy.  We  can  classify  our 
activities into: 
     i.  Data  processing  planning  stage: 
Specification what is the research output to 
be  with  great  precision,  determining  the 
best  way  to  produce  this  output,  and 
allocation  of  the  required  resources  to 
achieve  this  processing  speedily  and 
accurately. 
     ii.  Data  preparation  phase:  This  phase 
included  editing  and  coding;  initial 
examination  of  a  sample  of  the  data,  and 
data entry. 
 
Statistical  Analysis:  The  collected  data 
were statistically managed : 
 
         Descriptive  statistics:  The  mean  and 
median  were  used  as  measures  of  central 
tendency. The standard deviation was used 
as measure of dispersion. 
 
Results And Discussion: - 
         Table  (1)  demonstrated  the 
distribution  of  the  total  population  served 
by the  studied  health  districts.  The  overall 
mean  of  population  served  by  the  health 
districts was 373,803±460,679. The lowest 
(80,000)  and  highest  (832,638±583486) 
means were observed in Frontier and Lower 
Egypt  districts  respectively.  Also,  It  is 
noticed  from  the  primary  data  that  two 
health  districts  (El-Senbalaween  and  Meet 
Ghamr)  are  serving  more  than  500,000 
people.  These  findings  need  special 
considerations  form  the  policy  makers  as 
the  recommended  district  population  by 
WHO  should  be  between  50,000  and Eltobgy A et al   
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500,000  (WHO,  1990).  Also,  the  well 
geographical  demarcation  is  not  clear 
especially  in  Greater  Cairo  and  Lower 
Egypt  governorates.  Therefore,  we  may 
argue that the proposed DHS by the WHO 
will not be suitable for a great numbers of 
the  current  health  districts  in  Egypt  based 
on  the  population  size  and  geographical 
characteristics of many districts. 
         Table (2) showed the physical aspects 
of the studied 9 health districts. Its obvious 
from  this  table  that  the  studied  health 
districts  do  not  have  any  major  problem 
regarding  the  ownership  of  buildings; 
refuse and sewage disposals; general cleanl-
iness;  and  utility  supply  (water  and 
electricity). While, one district (11.11%) in 
Lower Egypt has an inappropriate physical 
accessibility  and  another  health  district 
(11.11%)  in  Upper  Egypt  has  a  problem 
with  the  telephone  communication. 
Meanwhile,  only  2  health  districts 
(22.22%),  from  Lower  Egypt  and  Suez 
Canal  Region,  were  included  into  the 
current  MOH  development  plan. 
Concerning the health districts’ architecture 
and  maintenance  services,  they  were  good 
in only 33.33% and 44.45% of the studied 
health districts  respectively.  Also,  9  health 
districts  (66.67%)  have  un-suitable  rooms 
and  5  health  districts    (55.56%)  do  have 
transportation  vehicles.  We  may  comment 
on these findings by addressing the import-
ance  of  the  different  structural  elements, 
which  are  essential  requirements  for  any 
health  function  to  be  performed  in  good 
quality,  also,  It  seems  to  us  that  a  little 
investment  is  needed  to  correct  such 
defects. 
         Table  (3)  clarified  some  important 
administrative  and  technical  aspects  of  the 
studied  health  districts  at  the  management 
level.  It  is  very  clear  that  the  important 
issues  of  problem  solving  team,  standard 
reference books, and manpower distribution 
indicators  were  completely  absent  in  the 
studied districts. While, the regular report-
ing  to  higher  authorities  was  adequately 
performed by all the studied health districts. 
But,  the  majority  of  health  districts 
(88.89%)  do  have  the  written  job  descrip-
tions,  regular  supervision,  organiza-tion  of 
units  based  on  needs,  regular  food  control 
reports, purchasing  of equipment  based  on 
needs and quality assurance activities. The 
process  of  coordination  among  health 
providers and health units was adequate in 
22.22% only of the studied health districts. 
Performance  assessment  indicators  were 
present  in  33.33%  of  the  studied  districts, 
while organizational charts were present in 
66.67%  of  them.  Such  findings  indicate  a 
sever  defect  in  the  management  and 
technical  aspects  of  the  studied  health 
districts. 
         Table  (4)  addressed  some  important 
aspects  of  the  Management  Information 
System  (MIS),  Intersectoral  Collaboration 
and Community Participation of the studied 
health districts at the management level. It 
is observed that the sufficient registration of 
vital data and calculation of vital statistics 
were  22.22%  and  11.11%  of  the  studied 
health districts respectively. While, 88.89% 
of the studied districts formulated district's 
map  and  44.44  %  of  them  have  determ-
ination  the  served  population  as  an 
important  step  for  the  Geographical 
Information  System  (GIS)  development. 
The  management  of  MIS  equipment  in 
terms of surplus and shortage has been done 
in  33.33%  and  77.78%  of  the  studied 
districts  respectively.  Although  an  interse-
ctoral collaboration council is present, with 
the local government, in all districts but the 
private sector show collaboration with only 
33.33% of them. Meanwhile, it’s clear that 
the district health council and district NGOs 
are  present  in  22.22%  and  55.56%  of  the 
studied  districts  only.  Also,  important 
community  participation  activities  have 
been  detected  in  terms  of  provision  of 
material  (66.67%)  and  services  (33.33%) 
among the studied health districts. 
         Table (5) showed the clarity of DHS 
concept  and  willingness  of  the  studied 
MOH  administrators  and  units’  directors 
towards  its  implementation.  It’s  clear  that 
the concept is not very clear to most of the 
studied  subjects  (95.10%),  but  a  better 
value  (29.37%)  was  given  towards  DHS 
implementation.  These  indicate  important 
knowledge  gaps  that  deserve  a  special 
consideration  from  MOH  administrators. 
Table (6) clarified that all the studied units 
are  in  need  for  training  on  DHS  and Development Of Primary Health Care…….. 
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renovation  of  66.17%  of  them  is  an 
important  issue.  The  chronic  problem  of 
sever  shortage  in  essential  drugs  and 
equipment are still very obvious.  
         Based  on  the  previous  situational 
analysis  results  and  MOH  workshop,  33 
major DHS developmental needs have been 
detected  (Table,  7).  As  a  starting  point,  a 
written  generic  district  health  system  that 
suites  the  Egyptian  health  care  system 
should  be  developed,  thereafter,  it  can  be 
adapted for each district as required. Such a 
generic  system  should  cover  the  following 
aspects:  mission,  goals,  objectives,  stand-
ards,  functions,  policies  and  procedures, 
staffing and organization, interdepartmental 
relationships, forms and logs, etc..   
         At  the  same  time,  training  of  mid-
level  managers  should  be  started 
immediately  to  prepare  the  ground  and  to 
develop  a  favorable  attitude  towards  the 
new  concept  of  district  management 
system.  The  major  training  areas  should 
cover  the  following:  Problem  Solving  & 
Team  Building,  Management  Capabilities 
Enhancement,  Job  Descriptions,  Inters-
ectoral Collaboration, Community Particip-
ation,  Total  Quality  Management,  Decen-
tralization in Health Services, Integration of 
Health  Programs,  Supervisory  Skills, 
Assessing  Community  Health  Needs, 
Human  Resource  Development,  Health 
Management  Development,  Health 
Economy.    Also,  other  system  supporting 
activities  should  be  started  e.g.  research, 
guidelines, material supply, etc..   
         Finally, it seems to us that it is very 
difficult  to  start  the  system  developmental 
process  in  all  of  the  studied  districts, 
although  it  is  very  needed.  But,  we  may 
select  2  districts  (as  recommended  by  the 
workshop  participants)  to  be  subjected  for 
the  process  of  system  development  and 
institution (Pilot Districts), and try to do the 
best we can afford for the studied and the 
other districts of Egypt as shown in Table 
(7). Also, the Health Sector Reform Project 
of  the  Ministry  of  Health  and  Population 
can be very useful in supplying a significant 
portion of the needed resources, in addition 
to  the  already  allocated  budget  from  the 
World Health Organization. 
 
Conclusions And Recommendations:  
 
Conclusions : 
 
         Based  on  the  results  and  their 
discussion,  the  researchers  conclude  that 
the concept of district health system based 
on primary health care as proposed by the 
WHO is not very clear for the majority of 
the  Egyptian  directors.  A  very  well 
infrastructure is  present  allover  Egypt  that 
will  help  in  the  process  of  system 
development  and  institution  to  a  great 
extent if properly planned and organized. 
 
  The  currently  available  operational 
costs for system initiation, development and 
implementation  are  not  enough  to  a  very 
great  degree.  Therefore,  reallocation  of 
existing  resources  from  the  other  related 
sectors  of  the  Ministry  of  Health  and 
Population is an urgent need to support the 
establishment  of  the  district  health  system 
approach in Egypt. 
 
Recommendations  : 
 
         Given  the  current  situation  and  the 
very  limited  material  resources,  we  may 
recommend  the  following  issues  as  a 
starting  point  for  district  health  system 
development and implementation in Egypt: 
 i.  Establishment  of  Task  Force  Group 
(Central  Level):  To  help  in  the 
initiation  of  the  process  of  system 
development  and  implementation.  It 
may  compose  of  MOHP 
administrators  and  researchers  from 
the Egyptian universities. 
 ii.  Formulation  of  a  Technical  Group:  To 
provide  technical  support  for  system 
development  and  implementation. 
Such  a  group  may  be  composed  of 
general directors of PHC departments 
(MOHP),  public  health  and 
community  medicine  consultant(s), 
and WHO consultants. 
 iii.  Working  Group  Development 
(Directorate and  District Levels):  To 
develop the required action plan. Eltobgy A et al   
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 iv.  Finance  and  Administration  Group 
Formulation: For the needed financial 
and administrative transactions. 
 iv.  Conduction  of  Orientation 
Workshop(s):  To  clarify  the  concept 
of district health system approach and 
to get the required administrative and 
political supports. 
 v.  Development  and  selection  of  suitable 
monitoring and evaluation indicators: 
A  minimum  set  of  indicators  should 
be developed and routinely measured. 
They  should  cover  the  following 
programmatic  aspects:  relevance, 
effectiveness,  efficiency,  progress, 
outcome  (outputs,  effects,  and 
impact),  quality,  and  cost-
effectiveness. 
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Table (1):  Total served population by the studied health districts 
 
 
GOVERNORATE/DISTRICT 
 
GEOGRAPHICA
L LOCATION 
POPULATION 
TOTAL  X±SD  MEDIAN 
EL-GIZA: 
   El-Suaf 
 
Greater Cairo 
 
355082 
 
 
203041±215018 
 
 
203041  EL-QALUBIA: 
   Sheben El-Kanatr 
 
51000 
El-DAKAHLIA: 
     Meet Ghamr 
     El-Sanbalaween 
 
 
Lower Egypt 
 
579125 
1500000 
 
 
832638±583486 
 
 
579125 
EL-GARBIA: 
   Zefta 
 
418788 
BANI-SUEF: 
   Ahnasia 
Upper Egypt   
212935 
 
212935 
 
212935 
ISMAILIA: 
   Fayed 
   El-Kasasyn 
 
Suez Canal 
Region 
 
74300 
93000 
 
 
83650±13223 
 
 
83650 
MATROUH: 
   El-Hamam 
Frontier Areas   
80000 
 
80000 
 
80000 
ALL DISTRICTS  373803±460679  212935 
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Table (2): Physical Aspects Of The Studied Health Districts At The Management Level 
 
 
ASPECT 
STUDIED DISTRICTS 
Upper Egypt 
(N=1) 
Lower Egypt 
(N=3) 
Greater Cairo 
(N=2) 
Suez Canal 
Region 
(N=2) 
Frontier 
Areas 
(N=1) 
Total 
(N=9) 
No.  %  No.  %  No.  %  No.  %  N
o. 
%  No.  % 
OWNERSHIP OF 
BUILDING: 
   Governmental 
   Private Sector 
 
 
1 
- 
 
 
100.00 
- 
 
 
3 
- 
 
 
100.00 
- 
 
 
2 
- 
 
 
100.00 
- 
 
 
2 
- 
 
 
100.00 
- 
 
 
1 
- 
 
 
100.00 
- 
 
 
9 
- 
 
 
100.00 
- 
PHYSICAL 
ACCESSIBILITY: 
   Appropriate 
   Inappropriate 
 
 
1 
- 
 
 
100.00 
- 
 
 
2 
1 
 
 
66.67 
33.33 
 
 
2 
- 
 
 
100.00 
- 
 
 
2 
- 
 
 
100.00 
- 
 
 
1 
- 
 
 
100.00 
- 
 
 
8 
1 
 
 
88.89 
11.11 
ARCHITECTURE: 
     Good 
     Fair 
     Poor 
     Very Poor 
 
- 
1 
- 
- 
 
- 
100.00 
- 
- 
 
1 
1 
1 
- 
 
33.33 
33.33 
33.33 
- 
 
1 
1 
- 
- 
 
50.00 
50.00 
- 
- 
 
1 
1 
- 
- 
 
50.00 
50.00 
- 
- 
 
- 
- 
- 
1 
 
- 
- 
- 
100.00 
 
3 
4 
1 
1 
 
33.33 
44.45 
11.11 
11.11 
MOH 
DEVELOPMENTAL 
PLAN: 
     Included 
     Not Included 
 
 
 
- 
1 
 
 
 
- 
100.00 
 
 
 
1 
2 
 
 
 
33.33 
66.67 
 
 
 
- 
2 
 
 
 
- 
100.00 
 
 
 
1 
1 
 
 
 
50.00 
50.00 
 
 
 
- 
1 
 
 
 
- 
100.00 
 
 
 
2 
7 
 
 
 
22.22 
77.78 
SUITABILITY OF 
ROOMS: 
     Suitable 
     Not Suitable 
 
 
- 
1 
 
 
- 
100.00 
 
 
1 
2 
 
 
33.33 
66.67 
 
 
1 
1 
 
 
50.00 
50.00 
 
 
1 
1 
 
 
50.00 
50.00 
 
 
- 
1 
 
 
- 
100.00 
 
 
3 
6 
 
 
33.33 
66.67 
NUMBER OF 
ROOMS: (X±SD)  4.00  12.00±3.00  10.50±2.12  10.50±6.36  4.00  9.56±4.28 
REFUSE AND 
SEWAGE 
DISPOSAL: 
    Good 
    Bad 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
CLEANLINESS: 
    Good 
    Bad 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
WATER CLOSET : 
    Good 
    Bad 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
WATER AND 
ELECTRICITY: 
    Good 
    Bad 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
TELEPHONE 
    Present 
    Absent 
 
- 
1 
 
- 
100.00 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
8 
1 
 
88.89 
11.11 
VEHICLE (S): 
     Present 
     Absent 
 
1 
- 
 
100.00 
- 
 
2 
1 
 
66.67 
33.33 
 
1 
1 
 
50.00 
50.00 
 
- 
2 
 
- 
100.00 
 
- 
1 
 
- 
100.00 
 
4 
5 
 
44.44 
55.56 
MAINTENANCE 
SERVICES: 
    Good 
    Fair 
    Poor 
 
- 
- 
1 
 
- 
- 
100.00 
 
3 
- 
- 
 
100.00 
- 
- 
 
1 
1 
- 
 
50.00 
50.00 
- 
 
- 
- 
2 
 
- 
- 
100.00 
 
- 
1 
- 
 
- 
100.00 
- 
 
4 
2 
3 
 
44.45 
22.22 
33.33 
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Table (3): Administrative And Technical Aspects Of The Studied Health Districts At The  
Management Level 
 
ASPECT 
STUDIED DISTRICTS 
Upper Egypt 
(N=1) 
Lower Egypt 
(N=3) 
Greater Cairo 
(N=2) 
Suez Canal 
Region 
(N=2) 
Frontier 
Areas 
(N=1) 
Total 
(N=9) 
No.  %  No.  %  No.  %  No.  %  No.  %  No.  % 
Problem Solving Team and 
Standard Reference Books: 
   Present 
   Absent 
 
 
- 
1 
 
 
- 
100.00 
 
 
- 
3 
 
 
- 
100.00 
 
 
- 
2 
 
 
- 
100.00 
 
 
- 
2 
 
 
- 
100.00 
 
 
- 
1 
 
 
- 
100.00 
 
 
- 
9 
 
 
- 
100.00 
Job Description: 
   Present 
   Absent 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
- 
2 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
- 
1 
 
- 
100.00 
 
1 
8 
 
11.11 
88.89 
Performance Assessment 
Indicators: 
   Present 
   Absent 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
- 
2 
 
- 
100.00 
 
1 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
3 
6 
 
33.33 
66.67 
Supervision: 
   Regular 
   Not Regular 
 
- 
1 
 
- 
100.00 
 
- 
3 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
1 
1 
 
50.00 
50.00 
 
- 
1 
 
- 
100.00 
 
1 
8 
 
11.11 
88.89 
Regular Food Control 
Reports: 
   Regular 
   Not Regular 
 
- 
1 
 
 
100.00 
 
- 
3 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
- 
2 
 
 
100.00 
 
1 
- 
 
100.00 
= 
 
1 
8 
 
11.11 
88.89 
Regular Reports to Higher 
Authority: 
     Present 
     Absent 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
Organizational Charts: 
     Present 
     Absent 
 
1 
- 
 
100.00 
- 
 
2 
1 
 
66.67 
33.33 
 
1 
1 
 
50.00 
50.00 
 
2 
- 
 
100.00 
- 
 
- 
1 
 
- 
100.00 
 
6 
3 
 
66.67 
33.33 
Manpower Distribution 
Indicators: 
     Present 
     Absent 
 
- 
1 
 
- 
100.00 
 
- 
3 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
- 
1 
 
- 
100.00 
 
- 
9 
 
- 
100.00 
Coordination Among Health 
Providers: 
   Planning Body: 
        Present 
        Absent 
   Implementation and 
Evaluation Body: 
        Present 
        Absent 
 
 
 
- 
1 
 
 
- 
1 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
- 
3 
 
 
- 
3 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
- 
2 
 
 
- 
2 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
1 
1 
 
 
1 
1 
 
 
 
50.00 
50.00 
 
 
50.00 
50.00 
 
 
 
1 
- 
 
 
1 
- 
 
 
 
100.00 
- 
 
 
100.00 
- 
 
 
 
2 
7 
 
 
2 
7 
 
 
 
22.22 
77.78 
 
 
22.22 
77.78 
Coordination Laws and 
Regulations: 
   Organization of Units 
Based on Needs: 
         Present 
         Absent 
   Purchasing of Equipment 
Based on Needs: 
         Present 
         Absent 
 
 
 
 
- 
1 
 
 
- 
1 
 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
 
- 
3 
 
 
- 
3 
 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
 
- 
2 
 
 
- 
2 
 
 
 
 
- 
100.00 
 
 
- 
2 
 
 
 
 
1 
1 
 
 
1 
1 
 
 
 
 
50.00 
50.00 
 
 
50.00 
50.00 
 
 
 
 
- 
1 
 
 
- 
1 
 
 
 
 
- 
100.00 
 
 
- 
100.00 
 
 
 
 
1 
8 
 
 
1 
8 
 
 
 
 
11.11 
88.89 
 
 
11.11 
88.89 
Coordination Among DH & 
PHC Units: 
        Adequate 
        Inadequate 
 
- 
1 
 
- 
100.00 
 
- 
3 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
1 
1 
 
50.00 
50.00 
 
1 
- 
 
100.00 
- 
 
2 
7 
 
22.22 
77.78 
Quality Assurance Activities: 
       Present 
       Absent 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
- 
2 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
- 
1 
 
- 
100.00 
 
1 
8 
 
11.11 
88.89 
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Table (4): Management Information System, Intersectoral Collaboration And Community 
Participation Of The Studied Health Districts At The Management Level 
 
 
ASPECT 
STUDIED DISTRICTS 
Upper 
Egypt 
(N=1) 
Lower Egypt 
(N=3) 
Greater Cairo 
(N=2) 
Suez Canal 
Region 
(N=2) 
Frontier Areas 
(N=1) 
Total 
(N=9) 
No.  %  No.  %  No.  %  No.  %  No.  %  No.  % 
MANAGEMENT INFORMATION SYSTEM: 
Registration of Vital Dataa: 
       Sufficient 
       Insufficient 
 
- 
1 
 
- 
100.00 
 
- 
3 
 
- 
100.00 
 
1 
1 
 
50.00 
50.00 
 
1 
1 
 
50.00 
50.00 
 
- 
1 
 
- 
100.00 
 
2 
7 
 
22.22 
77.78 
Calculation of Vital Statisticsb: 
       Sufficient 
       Insufficient 
 
- 
1 
 
- 
100.00 
 
- 
3 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
1 
1 
 
50.00 
50.00 
 
- 
1 
 
- 
100.00 
 
1 
8 
 
11.11 
88.89 
Preliminary GIS: - 
  Formulation of District's Map: 
               Done 
               Not Done 
  Determination of Served 
Population: 
               Done 
               Not Done 
 
 
1 
- 
 
- 
1 
 
 
100.00 
- 
 
- 
100.00 
 
 
2 
1 
 
2 
1 
 
 
66.67 
33.33 
 
66.67 
33.33 
 
 
2 
- 
 
- 
2 
 
 
100.00 
- 
 
- 
100.00 
 
 
2 
- 
 
1 
1 
 
 
100.00 
- 
 
50.00 
50.00 
 
 
1 
- 
 
1 
- 
 
 
100.00 
- 
 
100.00 
- 
 
 
8 
1 
 
4 
5 
 
 
88.89 
11.11 
 
44.44 
55.56 
Management of Equipment: - 
  Determination Surplus in Units: 
               Done 
               Not Done 
  Determination of Shortages in 
Units: 
               Done 
               Not Done 
 
 
1 
- 
 
1 
- 
 
 
100.00 
- 
 
100.00 
- 
 
 
- 
3 
 
2 
1 
 
 
- 
100.00 
 
66.67 
33.33 
 
 
1 
1 
 
1 
1 
 
 
50.00 
50.00 
 
50.00 
50.00 
 
 
1 
1 
 
2 
- 
 
 
50.00 
50.00 
 
100.00 
- 
 
 
- 
1 
 
1 
- 
 
 
- 
100.00 
 
100.00 
- 
 
 
3 
6 
 
7 
2 
 
 
33.33 
66.67 
 
77.78 
22.22 
INTERSECTORAL COLLABORATION: 
Intersectoral Council: 
   Present 
   Absent 
 
1 
- 
 
100.00 
- 
 
3 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
9 
- 
 
100.00 
- 
Private Sector: 
   Involved 
   Not Involved 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
1 
1 
 
50.00 
50.00 
 
1 
1 
 
50.00 
50.00 
 
- 
1 
 
- 
100.00 
 
3 
6 
 
33.33 
66.67 
COMMUNITY PARTICIPATION: 
District Health Council: 
      Present 
      Absent 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
- 
2 
 
- 
100.00 
 
- 
2 
 
- 
100.00 
 
1 
- 
 
100.00 
- 
 
2 
7 
 
22.22 
77.78 
Presence of District NGOs: 
      Present 
      Absent 
 
- 
1 
 
- 
100.00 
 
1 
2 
 
33.33 
66.67 
 
1 
1 
 
50.00 
50.00 
 
2 
- 
 
100.00 
- 
 
1 
- 
 
100.00 
- 
 
5 
4 
 
55.56 
44.44 
Population Participation: 
   Material and/or money 
Donation: 
         Present 
         Absent 
   Provision of Services: 
         Present 
         Absent 
 
 
- 
1 
 
- 
1 
 
 
- 
100.00 
 
- 
100.00 
 
 
3 
- 
 
1 
- 
 
 
100.00 
- 
 
100.00 
- 
 
 
1 
1 
 
- 
2 
 
 
50.00 
50.00 
 
- 
100.00 
 
 
2 
- 
 
2 
- 
 
 
100.00 
- 
 
100.00 
- 
 
 
- 
1 
 
- 
1 
 
 
- 
100.00 
 
- 
100.00 
 
 
6 
3 
 
3 
6 
 
 
66.67 
33.33 
 
33.33 
66.67 
 
N.; Number of Sampled Districts 
a;  Minimum Required Data:  served population, no. of houses, age and sex distribution, family size, educational level, and sanitary 
conditions of houses. 
b;    Minimum  Required  Rates:  CBR,  CDR,  TFR,  IMR,  Under  5  MR,  MMR,  Cause  of  Death,  Incidence  and  Prevalence  of 
Communicable and Non-Communicable Diseases. 
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Table (5): Clarity Of District Health System Concept And Willingess Towards Its 
Implementation By The Studied Moh Administrators And Units’ Directors 
 
 
 
ASPECT 
TARGET POPULATION 
MOH 
Administrators 
(N=50) 
District Hospitals 
Directors 
(N=35) 
PHC Units’ Directors 
(N=201) 
Total 
(N=286) 
No.  %  No.  %  No.  %  No.  % 
DHS Concept Clarity: 
    Very Clear 
    Clear 
    Not Clear 
 
 
9 
15 
26 
 
18.00 
30.00 
52.00 
 
2 
8 
25 
 
5.71 
22.86 
71.43 
 
3 
27 
171 
 
1.50 
13.43 
85.07 
 
14 
50 
222 
 
4.90 
17.48 
77.62 
DHS Implementation 
Willingness: 
    Willing 
    Not Willing 
 
 
 
32 
18 
 
 
64.00 
36.00 
 
 
11 
24 
 
 
31.43 
68.57 
 
 
41 
160 
 
 
20.40 
79.60 
 
 
84 
202 
 
 
29.37 
70.63 
 
 
Table (6): Health Units’ Needs For District Health System Development And 
Implementation 
 
 
 
ASPECT 
STUDIED HEALTH UNITS 
District Hospitals 
(N=35) 
PHC Units 
(N=201) 
No.  %  No.  % 
Facility Renovation: 
    Needed 
    Not Needed 
 
32 
3 
 
91.43 
8.57 
 
133 
68 
 
66.17 
33.83 
Manpower DHS 
Training: 
    Needed 
    Not Needed 
 
35 
- 
 
100.00 
- 
 
201 
- 
 
100.00 
- 
Essential Drugs (Shortage 
%): 
             0-30 
            30-60 
            60-100 
 
- 
4 
31 
 
- 
11.43 
88.57 
 
- 
- 
201 
 
- 
- 
100.00 
Essential Equipment 
(Shortage %): 
             0-30 
            30-60 
            60-100 
 
- 
7 
28 
 
- 
20.00 
80.00 
 
- 
7 
194 
 
- 
3.48 
96.52 
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Table (7): District Health System Developmental Needs In Egypt 
 
 
 
 
 
 
 
 
 
 
Developmental Area  
Health System Needs  
Development   Training Courses   Supply   Others  
Generic District Health System  Written System   2 Pilot Districts   10 Districts   -  
Reference Books   -   2 Pilot District   All Districts   Presentation (10 Districts)  
Problem Solving & Team Building   Training Manual   10 Districts   10 Districts   -  
Management  Capabilities 
Enhancement  
Training Manual   10 Districts   10 Districts   Assessment (Research)  
DHS Developmental Plan   Plan   -   Directorates   Coordination  
Job Descriptions   Manual   2 Pilot District   All Districts   -  
Performance Assessment Indicators   Establishment   10 Districts   All Districts   -  
Productivity Improvement Program   Program   2 Pilot District   All Districts   -  
Intersectoral Collaboration   Guidelines   10 Districts   10 Districts   -  
Community Participation   Guidelines   10 Districts   10 Districts   -  
Community Health Needs   Training Manual   10 Districts   10 Districts   Research  
Integration of Health Programs   Guidelines   10 Districts   All Districts   -  
Surveillance  of  Morbidity  and 
Mortality  
Training Manual   2 Pilot Districts   10 Districts   -  
Total Quality Management   System   2 Pilot Districts   10 Districts   Research  
Management Information System   System   2 Pilot Districts   10 Districts   -  
Medical and Health Records   System   2 Pilot Districts   10 Districts   -  
Decentralization in Health Services   Guidelines   10 Districts   All Districts   -  
Assessing Information Needs   Training Manual   10 Districts   All Districts   Research (2 Pilot District)  
Health Economy   Guidelines   10 Districts   10 Districts   -  
Rapid Assessment Surveys in Districts   Guidelines   2 Pilot Districts   10 Districts   -  
Supervisory Skills   Training Manual   2 Pilot Districts   10 Districts   -  
Health Care Needs and Demand   Guidelines   2 Pilot Districts   10 Districts   -  
Human Resource Development   Training Manual   2 Pilot Districts   10 Districts   -  
Health Management Development   Training Manual   2 Pilot Districts   10 Districts   -  
Utilization of Computer   -   10 Districts   2 Pilot 
Districts  
-  
Monitoring and Evaluating Programs   Guidelines   10 Districts   10 Districts   -  
Cost-Effectiveness  of  DHS 
Approaches  
-   -   -   Research  
Geographical Adjustment   -   -   -   Research  
Capacity Utilization   -   -   -   Research  
Essential Drugs   -   -   2 Pilot 
Districts  
-  
Essential Equipment   -   -   2 Pilot 
Districts  
-  
Renovation   -   -   2 Pilot 
Districts  
-  
Technical Assistance   -   -   -   Egyptian Universities  Eltobgy A et al   
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يلع ادامتعا ةيساسلأا ةيحصلا ةياعرلا ريوطت  
  رصمب يحصلا يحلا ماظن ةيجيتارتسا  
 
*  ، يجبوطلا دمحأ **  ،ىوانحلا دمحأ *  ، يحليصملا ماصع * نامثع يلع  
*  عوتجولا بط نسق –    رُزلأا ةعهاج بطلا  ةيلك –   رصه  
 ** ضحلا ةحص ةرادإ  ر –    ىاكسلاّ ةحصلا ةرازّ –   رصه  
 
           ةدد اعرلا  اه دد ل ةدديعٌْلاّ ةدديوكلا َددجّلأام لاددجتراا ٔددلا ةددلار لا ٍلددُ ه ددِت
 ردصه ٔد  ٔحدصلا ٔدحلا ماظً ةيجيتارتلا ٔلع ازاكترا ةيلاللأا ةيحصلا  .  راديتتا ندت
 د دع ٔد   دح لا لردطّ ةديليلحتلا ةديعطجولا ةلار لا نيوصت 9      ةيحدص لاديحأ 53    يده
ه  ٔلا ة اضلإام سكارولا  ايفشتس 102    ٔ  ايئاْشع ةرات ه ةيلالا ةيحص ة اعر ة حّ
8     اظ احه .  
           سكرولاددم ةدد رادلإاّ ةدديٌفلا  اددقْعولا يدده  دد  علا دْددجّ  ئاددتٌلا  ارددِرأ  ددقّ
 ةيحصلا  (  ٕرادلإا ْٓتسولا  )  ْدحً  ا دحْلاّ  ايفدشتسولا ٔ     شلا رْصجلا كللكّ
ح لا  اريغتولا نظعه اِتلارد نت ٔتلا ةيث .  
 ريغ ةيولاعلا ةحصلا ةوظٌه يه لرتجولا ٔحصلا ٔحلا ماظً ىا ىْثحا لا صل تلا  قّ
 ةديتحت ةديٌم يادٌُ يدكلّ ىاكدسلاّ ةحدصلا ةرازّ لا طأّ ٓر  ول ة سٌلام نلاعولا حضاّ
 رصه ٔ  ٍليفٌتم حوست ة يج  .  لديفٌتل ةهزلالا رصاٌعلل قيق لا    حتلام ىْثحا لا ماق  قّ
ُ  رصه ٔ  ماظٌلا ال  .  